Objective The impact of postmenopausal vaginal atrophy and women ' s coping strategies were evaluated through international focus groups.
INTRODUCTION
The menopausal stage of a woman ' s life may bring a number of changes, especially with regard to her family life, relationships, and work and fi nancial status. During the menopausal transition, vasomotor symptoms such as hot fl ushes occur due to hormonal fl uctuations 1 . Decreased estrogen levels in tissues of the genitourinary tract can also lead to vaginal atrophy (VA), a progressive, chronic condition 2, 3 . Symptoms of VA include dryness, soreness and burning or itching of the vagina, dyspareunia, and bleeding following sexual activity 2 -4 . These symptoms can be detrimental to a woman ' s quality of life, including her relationships, sexual satisfaction, and selfesteem 4 -6 .
Despite the distress caused by symptoms of VA, the majority of menopausal women do not seek treatment 6 -8 . The reasons for this reluctance have been surveyed in large cohorts of postmenopausal women and include embarrassment, lack of awareness that VA can be treated, and a failure of healthcare providers (HCPs) to initiate conversation about sexual health issues, including VA 8, 9 .
Human strategies for coping with change can be classifi ed according to two dimensions of personality: a social dimension based on Adlerian individual psychology principles
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(combatting versus acceptance) and a personal dimension based on Freudian psychoanalytic principles (liberation versus control). Likewise, a woman ' s individual reaction to the negative changes associated with menopause and VA can be predicted based on her general coping strategies. This international focus group study classifi ed women by personality type and examined their attitudes toward menopause, VA, and barriers to seeking treatment for VA. Recommendations for a personality-based approach to treatment were also generated based on focus group data; the recommendations included preferred sources of information and aspects of ideal treatment for each personality type.
METHODS
Focus groups took place in March and April of 2010 in Montreal, Toronto, and Calgary in Canada; Stockholm, Sweden; London, Birmingham, and Manchester in the United Kingdom; and New York, Chicago, and San Francisco in the United States, and were held in the national language of the respondents. Three groups were held in each US city and four were held in the other cities; all groups comprised three to fi ve women for a total of 70 women. All participants were postmenopausal (aged between 40 and 75 years), had experienced symptoms of VA, and had not sought treatment for VA. Sessions were held in a non-traditional setting (incorporating living-room-style seating, for example) to encourage creativity and free expression, and women were encouraged to remove their shoes to indicate that this would be an informal atmosphere. Women were also invited to bring an item along which refl ected well what being a woman means to them. This allowed them to speak very personally and intimately about what matters for each individual. After thanking the women for participating, each group ' s moderator was instructed to reassure them that their answers would be kept confi dential and that there were no right or wrong answers.
This focus group study was conducted according to the standards of the Market Research Society (http://www.mrs.org.uk/ standards/#standards). Women were recruited to participate via various sources, including contacts based on existing consumer panels, placing adverts on online forums, and word of mouth in some cases. Women ' s attitudes toward menopause, VA, and the treatment of VA were explored using a variety of techniques, including associations, projections (such as selecting pictures to describe a concept), and creating collages. Based on their statements within the focus groups, participants were categorized using the Censydiam approach, a market research analytical method that has been used for 25 years in more than 70 countries. This methodology was validated across 11 countries in four different categories in a PhD thesis conducted in 2007 by a leading Belgian university 10 . The Censydiam approach uses extended interviews in a casual setting using a questionnaire along with a wide range of projective techniques (i.e. fantasy, projections, allegories) in order to elucidate individual patient feelings and motivations. The focus group leaders had a psychology degree and were trained in the Censydiam methodology prior to this study. Further, a Censydiam expert team observed the research and supervised recruitment, development of the discussion guide, preparation of the questions to the participants, and the interviews. Following the research, trained and certifi ed Censydiam executives analyzed the results. Because the discussion is focused on each individual woman ' s personal feelings, infl uence from other respondents is minimized. The Censydiam segments are based on motivations, which are universal, and therefore the same personality types are seen all over the world. Two dimensions were used to place the women on a continuum based on their mode of interaction with the world: a social dimension based on Adlerian individual psychology (individualism/dominance versus belonging/acceptance) and a personal dimension based on Freudian psychoanalytic principles (liberation versus control). Women who display individualism/dominance may see change as inconvenient because it can affect their social status and appearance, but they also see it as a chance to show competence and fi ght back. These people may be described as proactive and resolute. Women who interact with their environment by belonging/acceptance look for protection and guidance and are passive toward change, which they see as neutral or overwhelming. These women often seek solutions that are caring and non-threatening. Individuals who use liberation as a coping strategy view change as constructive and as renewal; they embrace change to cope. In contrast, individuals who cope by attempting to control a situation may feel threatened by and fearful of change. Together, these dimensions defi ne fi ve personality types based on outside interaction and coping strategies (Table 1) : (1) 
RESULTS
Personality types
All fi ve personality types were found in each location, although groups in the cities of the United States (Figure 2a 
Attitudes toward aging and menopause
Focus group participants were asked to select images of women from paintings to describe how they felt about growing older and were asked to describe the meaning of their chosen images. Though some women found a strength and pride in their accomplishments, they also described feeling faded, androgynous, and insignifi cant or unnoticed in this stage of life. A common theme was the disconnect between a woman ' s mental sense of self, which had not changed with age, and her physical self, which she sometimes perceived as being in decline. Symptoms of menopause that were most concerning to participants were hot fl ushes and weight gain, while vaginal dryness, a symptom of VA, was moderately bothersome. VA symptoms were considered more serious, however, than disrupted sleep and a loss of skin elasticity. The impact of VA was described in terms of its symptoms (itching and burning, dry inside and out), its effect on relationships (reinforced decreased libido, limited spontaneity), and its emotional effects (reminded women of their age, decreased feelings of femininity, increased embarrassment).
Behavioral adaptations to vaginal dryness included avoiding harsh or drying soaps, showering less often, and wearing breathable fabrics. For women who were sexually active and comfortable communicating with a partner, increased foreplay was cited, whereas women with decreased libido were more likely to choose abstinence. The most common treatment strategy used by focus group participants was application of lubricants. These non-prescription treatments included brands associated with sexual activity as well as oils, moisturizers, and creams. These were used routinely by sexually active women in the United States; however, women in the United Kingdom had more negative associations with lubricants, including the misperception that they are used only by sex workers. In addition to their embarrassment caused by associating lubricants with sex, women had additional complaints related to lubricant use. For example, participants did not like the fact that they were often messy or greasy, were not long-lasting, and needed to be applied directly prior to sexual activity, which decreased spontaneity. 
Common barriers to treatment
The focus group participants were selected partly because they had not previously sought treatment for their VA. Their reasons for this included a lack of information about the disorder. The women were less familiar with VA symptoms than they were with other symptoms of menopause, such as hot fl ushes. Because VA symptoms may occur gradually, women saw them as a natural part of aging. This, coupled with a lack of knowledge of VA treatments and a lack of discussion among their peers, meant that some women were not aware of prescription treatment options. When women were aware of estrogen therapy, they were concerned about an increased risk of breast cancer and of heart disease. These women did not differentiate between the risks of systemic hormone replacement therapy and local estrogen therapy (LET), because they believed that LET still gets into your system. Although participants may have been uninformed about VA, their HCPs failed to supply this information. The systemic barriers to HCP interaction mentioned by European participants were an appointment structure not conducive to discussion, lack of direct access to specialists, and a low percentage of older female HCPs. A woman in Manchester explained, ' I would like to not be rushed in and out when I go to my GP [general practitioner]. I can only go in with one problem at a time; otherwise I have to make two appointments. I just want to be listened to. ' HCPs often did not ask about symptoms associated with VA and, when women broached the topic, displayed a lack of sensitivity to the impact of VA on their quality of life. Another focus group member from Manchester said, ' I did speak to my GP about my symptoms, but he was young. I felt [silly] . I know they have to learn all these things, but honestly I don't think he had a clue. 
Personality-based approaches to vaginal atrophy
Along with the challenges that were experienced by most women in the focus groups, each personality type displayed different approaches to managing VA, concerns regarding treatment, infl uences, and characteristics of ideal treatment (Table 2 ). Each personality type was categorized by predominant characteristics. For example, women whose coping strategy involved combatting/dominance (fi ghters and adventurers) were generally more likely to seek treatment than those whose strategy involved belonging/acceptance (nurturers, happy-go-luckies, and submissive security seekers). Women who used control to cope with menopausal changes (submissive security seekers and fi ghters) were more likely to respond to information validated by perceived experts, including their HCP, than were those who used a strategy of release (adventurers and happy-go-luckies).
DISCUSSION
This series of international focus groups revealed a variety of attitudes toward menopause that could be characterized according to a woman ' s coping strategies. The women in these groups also described the detrimental emotional and physical effects of VA. Other studies of postmenopausal women have detailed the negative effects of VA on their quality of life 5, 7, 8, 13 . More than half (52%) of respondents in the Women ' s Voices in the Menopause study described one or more negative effects of VA; these included effects on their sex lives (40%) and feeling old (32%) 8 . Women who participated in the VIVA (Vaginal Health: Insights, Views, and Attitudes) study said that vaginal discomfort would complicate their relationship with a partner (39%), affect a loving relationship with a partner (32%), and affect feelings of attractiveness (21%) 6 . In a UK-based survey, 42% of women with vaginal discomfort reported making excuses to avoid intercourse and 60% thought it had affected their confi dence 7 . In the Clarifying Vaginal Atrophy ' s Impact on Sex and Relationships (CLOSER) survey of approximately 4000 women with symptoms of VA and approximately 4000 male partners of women who suffered from symptoms of VA in North America and Europe, 62% of women reported that vaginal discomfort caused them to avoid intimacy 13, 14 . The major reasons for this avoidance were loss of libido, fi nding sex painful, and concerns that sex would be painful 13, 14 . Qualitative results from the focus groups were supported by data from quantitative surveys such as CLOSER and VIVA which confi rmed the distress that women feel regarding VA and the urgent need to initiate the dialogue to improve postmenopausal women's quality of life. Like any study, this focus group-meeting study has both strengths and weaknesses. The strengths include the opportunity for topic exploration and indirect questioning to obtain greater insights into the attitudes of women about VA in a setting conducive to an interchange of ideas. This setting also allowed for ideas to be generated and feelings to be explored by encouraging interaction among the group. Alternatively, the limitations of this qualitative study include small sample sizes and lack of power for statistical analyses, but the purpose of the study was to provide guidance for individualized discussions about VA.
Women in the focus groups had symptoms of VA but had failed to seek treatment for a variety of reasons, including failure to recognize VA as a treatable condition. Similarly, in the VIVA study, only 4% of participants recognized dryness, itching, burning, or soreness in the vagina, or pain during intercourse as VA, and more than half (63%) did not realize that VA was a chronic condition 6 .
Clinical practice recommendations
HCP attitudes and practices also discouraged treatment-seeking. Focus group participants reported that HCPs did not initiate discussions of VA and, when these women described VA symptoms to their doctors, they were told that these were a natural part of aging and should be endured. Only 36% of HCPs in the REVEAL (Revealing Vaginal Effects at Mid-Life) survey said they had asked their patients about their vaginal health 9 . Including questions about vaginal health as a routine part of the postmenopausal well-woman examination has the potential to greatly increase the awareness and treatment of VA. In particular, GPs should be mindful that older women may not be receiving care from a gynecologist and should consider asking brief, open-ended questions that include a ' ubiquity ' statement describing VA as a common condition of postmenopausal women 15 .
Women in the focus groups were asked for their reactions to the term vaginal atrophy . Vaginal atrophy was viewed negatively because it sounded medical, overly intellectual, and somewhat frightening. Participants were then given a defi nition of VA that included a medical explanation of the hypoestrogenic state, a list of common VA symptoms, and a statement that VA is experienced by up to 40% of all women. This defi nition resonated with many of the women, who thought it described their symptoms, was straightforward, and validated their concerns with a scientifi c explanation. This experience was echoed by women who participated in the VIVA study; only 2% of respondents thought that vaginal atrophy was a suitable term for dryness, itching, burning, soreness in the vagina, or pain during intercourse 6 . Clinicians may therefore wish to use alternate language to describe VA, such as vaginal health following menopause, vaginal discomfort, or vaginal dryness.
The NAMS and IMS both recommend the use of LET to relieve symptoms of VA that do not respond to non-prescription therapies or where symptoms are severe 11, 12 . The options for LET include a conjugated estrogen cream, an estradiol cream, a vaginal estradiol ring, and a vaginal tablet 16, 17 . Each of these formulations has been shown to be effi cacious, safe, and well-tolerated 12,18 -21 .
Personality-based approach to patient needs
The women who participated in focus groups were separated into personality types based on their strategies for coping with change. These groups exhibited different behaviors associated with VA and related barriers to seeking treatment. HCPs may similarly incorporate a personalized approach to discussing VA depending on behavioral cues provided by their patients. Women who could be described as adventurers respond best to messages about treatments that can maximize their opportunity for pleasure while also allowing for spontaneity. Adventurers draw information from many sources, particularly those on the Internet. HCPs can help adventurers, who were generally receptive to treatment, connect with scientifi cally sound resources. Fighters respond best to scientifi c evidence presented in a straightforward but detailed manner and may therefore be persuaded to seek help by a well-informed HCP. Happy-go-luckies preferred simple, convenient, and easy-to-use treatments. Because these women may cope well with the adversity associated with VA, it is particularly important that their HCP initiate the conversation about VA. Nurturers seek solutions that will bring them closer to their partners while remaining safe for both members of the relationship. Nurturers may feel most comfortable speaking to friends or family; however, an HCP may also provide information in the form of pamphlets that can be shared with a partner. Finally, submissive security seekers can be persuaded by treatment options that are safe and discreet. This latter group was considered the least likely to initiate treatment, but they should not be considered a lost cause as they were among the most likely to respond to HCP recommendations.
CONCLUSIONS
The 70 postmenopausal women who participated in this series of focus groups reacted to the challenges of menopause, including symptoms of VA, in many different ways. These focus groups contributed to a growing body of work showing that menopausal women are often unaware that VA is a medical condition and that it has prescription treatment options. Based on their patient ' s personality and their level of comfort and engagement with vaginal health, HCPs may use some of the insights described here to encourage the appropriate use of LET and improve their patient ' s quality of life.
